ABSTRACT Surgical repair of the mitral valve was undertaken in two young female patients during the active phase of bacterial endocarditis to eradicate persistent infection. Operation resulted in rapid resolution of infection with good haemodynamic results in both patients. A mitral valve prosthesis has the disadvantage for children of needing replacement because of growth, and for young women of leading to problems in pregnancy because of the need for lifelong anticoagulant treatment. Thus repair rather than replacement of the mitral valve should be considered in patients, especially young women, presenting with mitral regurgitation in these circumstances. A 10 year old caucasian girl presented with a one week history of sore throat, pyrexia, and general malaise. She was previously fit with no important medical history. On examination her temperature was 39-5°C and she was drowsy and dehydrated.
With the arrival of the antibiotic era, the treatment of infective endocarditis was predominantly mediGammage, Littler, Abrams cals until the advent of cardiac surgery in the late 1950s heralded a further advance in treatment. Repair of an acutely infected valve was first reported in 1961,6 when excision of a tricuspid vegetation and repair of a ventricular septal defect resulted in cure of Candida albicans endocarditis. The demonstration that prosthetic valve replacement was feasible during the active phase of infection, however, established the importance of this procedure in the management of infective endocarditis.
Although providing rapid improvement in haemodynamics and allowing excision of all infected tissue, mechanical prostheses require long term anticoagulant treatment with all the associated risks and they may develop thrombi despite adequate anticoagulant control; prostheses are also prone to paraprosthetic leakage due to loosening of sutures and to breaking before they have become embedded in a fibrous ring.
In the young female patient anticoagulation complicates the management and prognosis of pregnancy. Oral anticoagulants are weakly teratogenic and should not be given in the first trimester, and they cross the placenta with the risk of placental or fetal haemorrhage and should not therefore be given during the last few weeks of pregnancy.
Long term anticoagulation in the older patient also presents problems, as many of these patients are having medication that may interfere with anticoagulant control, particularly when changes are made in dosage. These patients are often taking many different drugs and problems may arise with compliance because of complicated dose regimens, failing memory, etc.
A further problem in the young patient is that of mechanical failure of the prosthesis due to wear and in the very young the prosthesis may need replacement owing to growth of the heart. Heterograft prostheses avoid some of these problems, but remain something of an unknown quantity with regard to life expectancy.
Both our patients had echocardiographic evidence of mitral valve prolapse, which we assume to be the predisposing lesion, and they presented with clinical evidence of mitral regurgitation and subsequent pulmonary oedema. Both had long periods of " aggressive" medical treatment before surgical intervention, which was performed primarily to remove the persisting focus of infection.
Repair of the mitral valve is more frequently possible than aortic valve repair;' this is because infection of the mitral valve can be more easily eliminated and mitral valvular ring abscesses are much less common. 27 Manhas et a18 in 1971 reviewed the early and late results in 91 patients undergoing reconstructive group.bmj.com on June 23, 2017 -Published by http://thorax.bmj.com/ Downloaded from Conservative surgery of the mitral valve in bacterial endocarditis surgery for mitral incompetence, although the aetiology was not stated. They concluded that this was the treatment of choice for patients with ruptured chordae and pure mitral regurgitation and that prosthetic valve replacement was indicated for a badly scarred, calcified, or stenotic valve, or if the annulus was thinned or weakened. They also pointed out that a degree of residual regurgitation is common and requires differentiation from recurrent regurgitation.
Adebo and Ross9 in 1983 reviewed their experience over five years with mitral valve reconstruction by the Carpentier method,'0 in which the mitral annulus is remodelled on a prosthetic ring. They confirmed that acceptable functional improvement was obtained and that the method was applicable regardless of aetiology. The valve failure rate was less than 7% at 3-5 years and anticoagulation was indicated only if the patient was in atrial fibrillation.
In conclusion, we suggest that repair of the mitral valve should be considered in patients presenting with mitral regurgitation as a result of infective endocarditis who require operation during the acute phase because of uncontrolled infectionparticularly young women, in whom the avoidance of anticoagulant treatment will improve the prognosis of any subsequent pregnancy.
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